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The system supports data entry, data reporting, and data sharing. None of the service systems support a mature data interface to transfer data between the various systems.
There are a number of impacts to DoD by having service specific systems. First, service member's data may not be entered into their service system if they go to an alternate service clinic. Second, inability to provide medical readiness reports to support joint task forces or multiservice units or installations. Third, DoD is unable to manage the health and readiness of the force without each service providing reports. This paper will provide analysis for each service medical readiness system and determine if there is a benefit to having a DoD medical readiness system.
Options for a Joint Medical Readiness System
Over the past 10 years, the military services medical departments have developed automated systems and tools to document and report medical readiness for service members. Before developing automated systems, providers and units manually reviewed medical records and created local spreadsheets to track, manage, and report medical readiness. The process proved cumbersome, redundant, and produced obsolete data, especially during predeployment processing when timeliness and accuracy is critical. Today, each military service -Air Force, Army, and Navy funds and manages its own medical readiness data system to track and report medical readiness of its individual service members and units. The automated systems provide data entry, unique medical readiness reports, and data logic to meet service and DoD policies and regulations. This paper will address the current individual medical readiness requirements, current service and DoD medical readiness systems, and processes for tracking and managing medical readiness. The paper will then provide information that will assist the reader in determining if this is indeed the best approach for managing joint medical readiness amongst the services. Finally, the paper will discuss the pros and cons of the current and potential processes including effects on timely and accurate data during readiness processing and data reporting; government savings; improvement of force health protection; and maintenance of service systems and flexibility of system changes that leaders need to manage reports.
There are notable risks with multiple service medical readiness systems. First, there are significant costs to managing the changes for the medical readiness systems as well as every DoD system that uses the data to manage the readiness of the force.
Every policy change requires modifications to the medical readiness system, and many of the changes are redundant between the systems. Second, there are safety and health protection. The medical readiness systems are limited to the service and service members they support. Failures to update medical readiness data for members of sister services may result in duplicate tests, unnecessary immunizations, or worse, overlooked requirements, all putting the service member at risk. There is no interoperability between the various service systems to ensure data transfer, data synchronization, and accurate reporting above the service level.
There is continued discussion among the DoD and service leadership to develop interoperability between the service medical readiness systems. Service Medical Readiness Program Managers indicate the need for flexibility to modify the medical readiness system to support service specific individual medical readiness (IMR) requirements as well as the leadership's unique reporting needs. 1 Currently, DoD is merging many of the DoD installations as Joint Bases where units from two or more services are collocated.
2 For example, Joint Base McGuire-DixLakehurst hosts tenants from the Air Force, Army, and Navy. The installation may have one location for medical readiness processing; however, providers enter the data for the medical readiness actions into the service member's specific system. This requires staffs maintain access and knowledge to multiple systems. If the provider does not have access to the system, they must direct the service member to have the information uploaded by their service health provider at some point in the future.
Since Goldwater-Nichols, DoD has created joint task forces (JTF) to support unique mission requirements anywhere in the world. 3 The integrated units must achieve 
Navy
The Navy uses a system called the Medical Readiness Reporting System (MRRS). This system tracks and manages medical readiness requirements for all Navy and Marine personnel. MRRS provides data entry as well as data reporting for all Navy and Marine personnel. 
DoD Reporting Systems
The services provide data to DoD to track and manage the readiness of the force. This information identifies units prepared for deployment as well as funding allocation for medical readiness.
DRRS
The Defense Readiness Reporting System (DRRS) tracks and manages the Unit Status Report (USR) for all units in DoD. 12 The medical readiness data provides critical information to the personnel readiness portion of the USR. Each service manages an interface with DRRS and provides daily transfer of IMR data. Each service provides the exact same data elements to DRRS to ensure standardized reporting. however, the immunizations each service requires may be different.
Data Integration

DEERS
The Defense Eligibility and Enrollment Reporting System is the DoD authoritative source for all immunizations and centrally manages all immunization data. 15 When administered, providers enter the immunization data in the service specific system.
Each day, the service systems transfer all immunizations to DEERS. For immunizations entered into a medical readiness system for personnel of another service, DEERS provides all immunization data to the appropriate service system. The process to transfer immunization data from DEERS to the service system is 24-48 hours.
MEDPROS and AHLTA Portal
As noted above, AHLTA does not exchange IMR data with any service medical readiness system. However, the Army does provide a medical readiness portal for AHLTA providers. The portal allows AHLTA providers the ability to access medical readiness records for Army personnel without logging into MEDPROS. Providers select the IMR link from the Soldier record within AHLTA. MEDPROS presents the Soldiers medical readiness record and allows the provider to update the record. The benefits of 9 this process are the system does not require the provider to log into MEDPROS and the system provides point of service data entry into the Soldier's record. The disadvantage is the process does not transfer data back to the service member's record in AHLTA.
Data Usage
The DoD uses IMR data to support critical processes. The following are four ways medical readiness data supports the readiness of service members.
Readiness Reporting
Commanders and leaders at all levels rely on the IMR data to provide the current interfaces that use the IMR data. This requires the service medical system and the external system to synchronize when changes become effective. This is a significant risk since the service IMR system does not control change schedules for the external systems. If the external system is not able to make timely modifications, this may affect fielding of the new requirements in the IMR system.
Funding
The services fund and manage the contract for each IMR system. The contractor is responsible for day-to-day operations to ensure the system is operational and performance is within the prescribed standards. In addition, the contractor is responsible for all changes to the system based on new IMR requirements or new technologies. The current process to add or change IMR requirements is not cost effective or efficient. For instance, a system change for a new immunization will require each service to update their IMR system, modify the technical process that provides the data to DEERS, test the data interface to ensure there are no issues, and update the corresponding documentation (such as user guides and SIAs). This will be the same 13 process for all system interfaces affected by the new immunization. For example, the Army recently made system changes to MEDPROS for rabies vaccine; the changes modified the vaccine logic to calculate the due date for the next rabies vaccine. The cost for the technical changes, testing, and documentation was approximately $45,000.
The system changes took approximately two months to complete. This does not include costs for meetings, administrative government costs, and costs incurred by DEERS to receive the information. The vaccine changes were required for all DoD and service systems to ensure data and logic synchronization. This example of modifying the logic for an immunization currently in the system, is small in cost, scope, and complexity when compared to adding new requirements, automated forms, or major functionality.
Options
As outlined above, concerns about the lack of an integrated medical readiness system are not new. Each service component Medical Readiness Program Manager agrees a centralized medical readiness system for data entry and data reporting is the optimal solution. The political environment, cost, policy implications, and need for an agile system are factors for consideration when planning and implementing a centralized medical readiness system. Below are three options for consideration that provide various levels of data integration for medical readiness reporting and data entry.
The options provide noteworthy advantages, disadvantages, and considerations to support further analysis or decision-making.
Option 1: Centralized System for Data Entry and Reporting
Overview
Provide a centralized medical readiness system for all military service personnel.
Users will enter medical readiness data as well as generate reports from a single system. The services will have the ability to modify the system logic for each IMR requirement to comply with service specific policies and reporting needs. The system can provide a customized front end (what the user sees) based on the service of the provider or service member presenting at the clinic. For example, the Air Force provider's screen may be blue with unique filters or verbiage displayed on the screen or reports.
Data Entry
Providers will enter the medical readiness data for each service member into a centralized database. There are significant advantages to this approach:
 Data is current and updated real time with visibility of changes to all service component providers.
 Reduce the risk of duplicate processing, tests, or procedures.
 Medical personnel maintain access to one system allowing providers to process and treat all service members in any medical clinic.
Data Reporting
The centralized database will manage the medical readiness data, as well as the logic to calculate the medical readiness status for all service personnel. The centralized database will ensure the logic changes to determine deployability to a geographical region are synchronized and accurate. This approach will enhance reporting capabilities for leaders.
 The Geographical Combatant Commander can establish different IMR requirements and standards for service members coming into an area of operation.
 JTF Commander can track and manage the medical readiness and deployability for the unit or individuals.
 Installation Commanders or Military Treatment Facility Commanders at Joint
Bases can better track and manage medical readiness for all service members.
 Support DoD and Congressional requests for medical readiness data to track, manage and resource the readiness of the force. The centralized database will ensure identical logic used to provide reports.
Data Integration
There are many system interfaces providing data to as well as receiving data from the service medical readiness systems. The DoD will reestablish each interface to interact only with the centralized database. Although it can be a significant initial effort to move the interfaces, future changes to the readiness logic or data will require only one update. The existing external databases that interface with all service medical readiness systems, such as AFRSSIR for DNA data, would benefit from this option, as it would reduce the number of interfaces from three to one.
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Cost Impact
There are significant costs to implement policy changes for IMR requirements.
Currently, the services must update each system to ensure accurate data entry and reporting, modify impacted interfaces, and perform testing. The centralized database will reduce the costs and time required to implement the required changes. In addition,
there are operations and maintenance costs to ensure day-to-day operations of each service system. A centralized system will reduce those costs.
Time Impact
There are two timesaving benefits with a centralized database. As previously outlined, it takes considerable effort to integrate medical readiness changes. Each service must implement, test, and synchronize the changes -affecting the ability to make modifications in a timely manner. There will be one system change with a centralized database, drastically reducing fielding time of new requirements. The second time benefit is the data entry and reporting management. The centralized system will allow providers to maintain access to one medical readiness system, reducing data entry time and learning curve for system changes. In addition, the centralized database will allow the JTF and Installation Commander to view the medical readiness for all personnel without accessing multiple systems.
Other Considerations
This option does not adequately address the unique system integrated processes for data and service member procedures. There are unique interconnections and integration points for each medical readiness system, providing a seamless workflow process for service members with readiness and deployment limiting conditions. If this option is considered, a centralized medical readiness system must address each touch point and process to ensure no loss of readiness tracking, processing, or visibility for service members in a board process. The intricacy and continual changes to the personnel process by each service adds a level of complexity to this option. This may be the main reason DoD has not previously moved forward with developing a centralized medical readiness system.
Option 2: Centralized System for Data Entry and Service Level Reporting
Overview
Provide a medical readiness system that allows data entry into a centralized database and reporting at the service level. Users will enter medical readiness data into a centralized system for all service members. The centralized database will provide the medical readiness data to the service systems for reporting. The services will have the ability to modify the data entry logic for each IMR requirement to comply with service specific policies. The key to this option is medical providers can identify medical readiness shortfalls for all service members and update the information into a single system. The services will have more flexibility to provide unique and customized reports to manage the readiness of their units.
Data Entry
Providers will enter the medical readiness data for each service into a centralized database. Users will enter all IMR data into a centralized database for all service personnel that present themselves in any medical treatment facility. The key benefit is DoD will make one system modification for each policy change to the medical readiness requirements. In regards to data entry, this approach would have the same advantages as Option 1.
Data Reporting
The medical readiness data will transfer data from the centralized data entry database to the current service medical readiness system. The services will develop unique reports to track and manage medical readiness. This will provide services the ability to customize reports, provide extemporized reports, develop metrics and trend analysis, and address data variances for reports provided to DoD and Congress prior to submission. Unlike Option 1, service level reporting will not support JTF Commanders or Installation Commanders with an inclusive report for all service personnel assigned.
In addition, each reporting system must implement, test and synchronize delivery of all changes to the medical readiness requirements.
Data Integration
As with Option 1, each incoming and outgoing interface will now exchange information with the centralized database. There are significant upfront costs to reestablish the interfaces with the centralized database, but there are long-term savings.
Cost Impact
The services will modify medical readiness reporting systems for each medical readiness policy change. However, a centralized data entry system could take advantage of the shared requirements and logic among the services, while still allowing for service specific business rules and elements. There is a cost to ensure changes to the centralized database are properly tested and synchronized with each service medical readiness reporting system. As previously mentioned, there will be significant cost for each external interface to exchange data with the centralized database.
Because the reporting systems will remain at the service level, the services will fund routine operations and maintenance for each reporting system.
Time Impact
Policies for medical readiness consistently change, adding new or modifying current IMR requirements for emerging threats. It is critical to document the new requirements in the service member's record as quickly as possible. The centralized data entry system will support rapid modifications to allow providers to document the new requirement for all service members. The centralized system will allow providers to maintain access to one system, reducing data entry time and learning curve for system changes. There are two disadvantages for time. First, JTF Commanders and Installation Commanders will be required to access multiple systems to track and manage the medical readiness status for units and personnel. Second, services must provide readiness reports to DoD or Congressional requests. DoD must consolidate the reports and ensure the data and logic is the same.
Other Considerations Similar to Option 1, a centralized database for data entry and service level reporting will not support the integrated and automated processes to manage the current workflow for service members with readiness and deployment limitations.
Option 3: Service System Data Entry and Centralized Reporting
Overview This option provides a medical readiness system that allows reporting from a centralized database and data entry at the service level. Users will enter medical readiness data into the service system. The service's data entry system will routinely synchronize information with the centralized database for medical readiness reporting.
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The services will be able to modify the medical readiness report logic to comply with service specific reporting needs. The key to this option is that JTF Commanders and Installation Commanders can quickly determine the medical readiness status for assigned service personnel. The reports can provide status for readiness, deployment, or GCC specific requirements. The services will continue to manage the external interfaces and automated workflows for service personnel. Services will make modifications to each data entry system to support policy changes.
Data Entry
Data entry for medical readiness will remain with each service. When changes to medical readiness policy occur, the services will update their data entry systems. The services will be responsible to implement, test, and synchronize fielding of new medical readiness requirements. In addition, providers and medical personnel must maintain access to multiple systems to support military personnel from other services.
Data Reporting
The centralized database will manage all medical readiness data for reporting.
The service's data entry system will routinely synchronize with the central reporting database to ensure reporting current data. This option will allow Commanders and leaders at all levels to track and manage the medical readiness of all personnel assigned to the unit or installation. In addition, a centralized reporting system will provide trend analysis data for medical, health prevention, and behavioral health concerns. The services may lose some flexibility for service unique or ad hoc reporting capability. In addition, the data reported to the Commander may not be real time based on the synchronization schedule with the service systems.
Data Integration
This option has the least impact on the current external interfaces, as they will remain at the service level. However, DoD will not realize the long-term cost and time benefit of centrally managing external interfaces.
Cost Impact
The service's data entry systems will require modifications for each change to medical readiness requirements. When medical readiness policy changes occur that require modifications to the data entry system, the services may need to maintain two versions of the system --the current version as well as a version with the new changes.
The centralized reporting database may not accept the new data until all services are prepared to implement the new requirement. There are significant costs to maintaining two versions of a system. There is no impact to cost for data interfaces, as they would remain at the service system.
Time Impact
As outlined above, this option may negatively affect release of data entry and reporting modifications with increased cost to maintain two versions of a system. In addition, providers and medical personnel must maintain access to multiple data entry systems as well as understanding of system changes and major upgrades. For medical readiness reporting, JTF Commanders and Installation Commanders can accurately manage and track the medical readiness for assigned personnel.
Other Considerations Data entry at the service level and a centralized reporting system best supports the integrated and synchronized processes within each service system. These 22 processes are critical to tracking and managing service members with medical conditions. The critical concern with this option is providers will not have visibility of the medical readiness status or conditions for a member from a different service.
Option Analysis
The matrix below provides a comparison of the three options. Each option compares the various criteria outlined above and provides a numeric ranking. The lower number indicates the more favorable option. will require DoD to establish each interface with the centralized database. In the long term, Option 1 and 2 will save significant time and money to modify the interface once 23 (development, testing, and documentation) for all medical readiness policy changes.
However, the process to accomplish this is significant and there may be great résistance to change, making this the best overall option logically but most difficult to execute.
In view of this, the DoD may want to consider Option 3. Although it appears according to the matrix to be the less favorable when compared to Option 1 and Option 2, resistance to change would be less. Marines. While not an optimum solution, this alternative will allow providers to enter medical readiness data at the point of service for any service member, improve 24 centralized reporting and meet minimal resistance. Second, consideration is a near real time data exchange with the centralized medical readiness reporting system to display the service member's data. This will allow the provider to determine the medical readiness status for the service member.
Conclusion
This paper provided an overview of current systems, as well as options for a centralized system. It presented the pros and cons of various options, reducing costs and providing a centralized database that supports joint medical readiness mission. It provided options to reduce costs, streamline system changes that support policy changes, improve medical readiness, and reduce health risks.
Future exploration into this topic should include expansion of the Army's AHLTA portal. As outlined earlier, AHLTA users can already access the Army's MEDPROS system through a seamless portal that presents the various MEDPROS data entry screens to the provider. The current drawback is the process will limit access for some users and reserve component personnel. Again, this may be a future focus for an alternate solution to a Joint Medical readiness module. Now and in the future, DoD must globally support full spectrum operations within constrained budgets and a smaller force. Doing so will require developing and managing joint military operations as well as joint infrastructure support. Commanders and leaders need to track and manage the medical readiness for joint task forces, joint base installations, and DoD to ensure modular units can quickly deploy to any theater of operation to support a wide range of missions. There is no doubt of the need to streamline the process; the challenge is how to get there.
